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	Child’s Full Name
	     

	Child’s Birth Date
	  /  /    

	Child’s Social Security No.

(Optional)
	   -  -    

	Who the Child Lives With
	     

	Relationship to Child
	     

	
	

	Parent/Guardian
	     

	Address
	     

	City
	     

	State
	  

	Zip
	     

	Home Phone
	   /   -    

	Work Phone
	   /   -    

	Cell Phone
	   /   -    

	Emergency Phone
	   /   -    

	#1 Emergency Contact
	     

	Relationship to Minor
	     

	#2 Emergency Contact
	     

	Relationship to Minor
	     

	
	

	Doctor’s Name
	     

	Doctor’s Phone
	   /   -    

	Medical/Health Insurance Company
	     

	Insurance Policy No.
	     

	
	

	Medical Allergies
	     

	Food Allergies
	     

	Other Allergies
	     

	Medications Being Taken By My Child
	     

	Dosage
	     

	Medications Traveling with My Child
	     

	Dosage
	     

	Other Medical Information Regarding My Child’s Health that a Doctor or FaithFront Staff Should Know 
	     

	Other Pertinent Information
	     



(Please save this form and email it as an attachment to LeahRemboldt@tabor.edu)
